The clinical manifestations of parasellar and suprasellar lesions are so characteristic that their constellation of symptoms and signs has a localising value. ' Although the great majority of mass lesions in these areas represent expanding pituitary tumours, other intracranial neoplasms and a variety of non-neoplastic conditions can also be found.2 Metastatic tumours involving the parasellar and/or suprasellar regions are relatively infrequent. 35 We report our experience with such lesions accumumlated over the past four years. The anatomical and oncological aspects of these lesions have been discussed previously.6-9 The main purpose of this paper is to provide greater information about the CT findings and to emphasise the favorable effects of radiotherapy observed in our patients.
Materials and methods
In a period of four years ten patients presented between 1979 and 1982 with neurophthalmologic complaints (table 1) including painful or painless diplopia and/or insidious visual loss. The mean age was 59 years. Five were men and five were women. Eight of these patients were known to have systemic malignancy and had evidence of disseminated metastatic disease at the time that parasellar or suprasellar lesions were identified (table 2). In two patients the intracranial lesion was the first manifestation of the neoplasm and the diagnosis was made after the biopsy of the mass.
In the majority of the patients clinical examination revealed oculomotor signs ( improved patients, in one of whom the CT showed disapSurgery, was performed in two patients without known pearance of the tumour mass and in the other two the size' primary malignancies. The diagnosis was established by the of the lesion, the local mass effect, and degree of enhancebiopsy results. In seven patients with known primary ment were decreased. Although nine of the patients in extracranial malignancies, the diagnosis was made on the this series died in an average of nine months after the basis of the clinical and neuroroentgenologic findings. In initial ocular signs, it is our opinion that the quality of their the remaining two patients with terminal cancer, the diag-lives was substantially improved with treatment. nosis was confirmed following necropsic examination.
Eight patients received radiation therapy to the brain or Discussion parasellar region for palliation of symptoms ( When disease recurred in the parasellar region, radiation lateral to the sella turcica; however, rapidly invasive therapy was administered by 1800 arc to the cavernous tumours in any location near the sella in left untresinus to a total dose of 3960 rad, followed by a 1000 rad ated can involve the suprasellar and parasellar boost. An additional patient with a recurrence of a salivary spaces in addition to the pituitary gland and possibly gland tumour received 4400 rads to the base of the brain the hypothalamus, as illustrated in three of our by opposed lateral fields. Radiation therapy records were patients (fig 2A, B) .
not available for review in one patient. ' * Among eight patients treated, seven demonstrated ophthalmon egi was th cardn matinifstatio significant clinical improvement (table 2). The pain resol-of Intracranial involvement In our patients and was ved almost immediately and the ophthalmoplegia subsided associated with signs and symptoms strongly suggeswithin two to three weeks after the initiation of treatment. tive of cavernous sinus involvement.' Among the CT scans after radiation were obtained in three of the different causes of ophthalmoplegia to be consi- Recent reports also emphasise a high incidence of panhypopituitarism which is often missed in patients with advanced carcinoma.3 '32 The contrast-enhanced CT scan demonstrated a uniformly enhancing mass lesion in 9 of the cases. We found direct coronal cuts to be quite helpful in outlining the actual size and shape of the lesion.3334 In some cases sellar radiography may be necessary to demonstrate sellar destruction. 35 The spinal fluid in eight of our patients showed nonspecific abnormal findings. The protein was increased, the glucose content was normal, and the cytology and cultures were negative in most cases. Only one of the subjects had leptomeningeal carcinomatosis. Based on these observations, in a given patient with cancer who Haematogenous spread of distant neoplastic tissue probably explains most of the metastatic lesions here considered. The bone surrounding the sella is probably the initial site7 with secondary involvement of the cavernous sinus, pituitary gland, and suprasellar cistern. In one of our cases with metastatic colon carcinoma to the base of the skull. necropsy revealed infiltration by the adenocarcinoma of cavernous sinus, pituitary gland, chiasm and hypothalamus (fig 2A, B) . The majority of our patients had widespread metastatic disease at the time that ocular signs developed. In the patients with nasopharyngeal tumours a likely pathway of extension to the skull base is infiltration of the large cranial nerve foramina which have a direct access to the subarachnoid space and cavernous sinus.28 29 Nasopharyngeal tumours account for 20% of all cavernous sinus syndromes. 
